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Abstract

Background Humour is a complex, dynamic phenomenon that

mainly occurs in social situations between two or more people.

Most humour research reviews rehearsed as opposed to spontaneous

humour and rarely review the patients� perspective.

Aim We explore patients� perspectives on the use of humour in

health care. We discuss the asymmetrical and divergent humour use

between patients and clinical nurse specialists and posit nurses�
approaches to risk as a contributing factor.

Design A constructivist grounded theory collated researcher-pro-

voked (interviews, observation, field notes, pre-and post-interaction

audio diaries) and non-researcher-provoked data (naturally

occurring interactions) over 18 months. This paper is based upon

four patient focus groups. A constant comparison approach to data

collection and analyses was applied using interpretative and illus-

trative frameworks that balanced what was �known� and �unknown�
about humour.

Setting and participants Patients were recruited from four patient–

peer groups. Three audio-taped (n = 20) and one observed focus

group interactions (n = 12) were undertaken at the groups� regular
meeting places.

Results Patients hold a broad appreciation of humour and recog-

nize it as being evident in subtle and nuanced forms. Patients wish

health-care staff to initiate and reciprocate humour.

Conclusion A chasm exists between what patients apparently want

with regard to humour use in health-care interactions and what

actually transpires. Initiating humour involves risk, and risk-taking

requires a degree of self-esteem and confidence. Nurses are,

arguably, risk-averse and have low self-esteem. Future research

could review confidence and self-esteem markers with observed

humour use in nurses and their interactions across a range of

specialities.
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Introduction

Humour is a complex, dynamic phenomenon

that primarily occurs in social situations

between two or more people.1 However, most

humour research to date has focussed on the

humour-health hypothesis – the concept that

humour has a positive direct or indirect impact

upon health. This body of research and related

others largely consists of humour measurement

scales being applied to healthy young people in

laboratories using rehearsed humour interven-

tions (e.g. jokes, cartoons, comedy videos).2

Conversely, humour in health-care interactions

is a relatively underdeveloped area whereas

research into the patients� contribution to

health-care interactions per se is, arguably,

equally sparse.

In this paper, we review patients� perspectives
on the use of humour in health-care interactions

as provided by three focus groups of patients

(lung, breast, prostate cancer) and the observa-

tion of one stroke group. The data presented are

extracted from a larger grounded theory study

on humour use in clinical nurse specialist

(CNS)–patient interactions3 and explore a par-

ticular issue that arose out of the main study: the

asymmetrical and divergent humour uses of

patients and CNSs within health-care interac-

tions. The aim of this paper is, therefore,

threefold:

1. To explore patients� perspective on humour

use in health-care interactions.

2. To compare and contrast the patients� per-
spectives on humour use in health-care interac-

tions with the main study�s baseline data corpus

and follow-up data that suggested that CNSs

and patients displayed asymmetrical and diver-

gent humour use(s) and

3. To suggest the differences between patients�
perspectives on humour and the CNSs approach

to humour in health-care interactions may partly

be explained by how risk is perceived by CNSs.

The paper is therefore organized into four

parts. First, we briefly discuss the challenges

pertaining to humour research. Second, we

review how the methods used in the (main) study

addressed these challenges. Third, the key find-

ings from the main study are outlined, specifi-

cally the asymmetrical and divergent humour

use evident between CNSs and patients. Fourth,

we present previously unreported findings on

patients� perspectives on humour in health-care

interactions. Finally, we posit nurses� approa-

ches to risk as a contributing factor in explaining

their apparent reluctance to initiate humour.

Researching the phenomenon of humour

There are numerous challenges in researching

humour generally; more so when the focus of

study is spontaneous humour in health-care

interactions. First, humour is not a unitary

construct although it is often viewed as a stable

expression of personality in humans.4 Second, it

is multifaceted – involving social,5 cognitive-

perceptual,6 emotional (e.g. mirth;7 and

behavioural (e.g. laughter8) aspects. What it is

determines, to some extent, if or how it is rec-

ognized, understood and reciprocated (or not).

Third, the phenomenon therefore needs to be

appropriately captured (data collection) and

interpreted (data analysis).

Rehearsed humour

The vast majority of existing humour-health

research focuses on the humour-health hypoth-

esis: the contention that humour has a positive

(direct or indirect) impact upon health. Conse-

quently, most humour research attempts to distil

the phenomenon into some kind of �sense of

humour� measurement scale [e.g. 3WD Humour

test,9 situational humour response questionnaire

(SHRQ),10 humour styles questionnaire

(HSQ)11] with a focus on rehearsed humour

interventions (e.g. cartoons, jokes). It invariably

fails to account for the inextricably social aspect

of the phenomenon and the innumerable con-

founding variables likely to arise (e.g. immunity

studies – measuring only salivary immunoglob-

ulin) – even in laboratory conditions in very

specific groups (young, health, psychology stu-

dents). There are, therefore, a number of areas in
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(rehearsed) humour-health research that are

poorly addressed. For example, the consider-

ation of humour as potentially negative (as

opposed to positive) phenomenon, humour use

in ill (as opposed to healthy) individuals, rec-

ognizing that humour is principally a social

entity (as opposed to laboratory-based) and

consequently a spontaneous (as opposed to

rehearsed) activity.

Spontaneous humour and health-care
interactions

There are arguably different challenges in

researching spontaneous humour, specifically

humour in interactions. For example, ethno-

methodologists have focussed on laughter as the

indicator of humour support12 although Hay13

provided a welcome adjunct to existing research

via her Conversation Analytic study that

reviewed humour support other than laughter

(e.g. echoing humour, developing humour). In

health care, humour (via laughter) has been

reviewed in physician–patient interactions14–17

enhancing the growing body of physician–

patient interaction data.18 Conversely, the study

of humour in nurse–patient interactions is less

prevalent19,21. Consequently, much of what is

written on humour in nurse–patient or nurse–

peer settings tends to be opinion-based and has a

preference for prerequisites and exclusion

zones22 (see Ref. 2). Nevertheless, nurses provide

the vast majority of direct patient care and

might be perceived as being �closer� to the

patients. It follows, therefore, that humour

might be more prevalent in nurse–patient inter-

actions.

The derisory number of studies devoted to

humour in nurse–patient interactions equates

with the limited attention given to nurse–patient

interactions per se.23 Gafaranga and Britten24

suggest the patient�s contribution to interactions

has been similarly neglected. Correspondingly,

the patients� contribution to, or perspectives on,

humour in health-care interactions is lacking.

We seek to address those omissions.

The methods and theory from the main study

will now be briefly reviewed highlighting how

the difficulties in capturing and analysing the

phenomenon were addressed.

Methods

There were two particular challenges in this

study: (i) how to capture spontaneous humour

and (ii) recognize humour and ⁄or interpret

humour. Accordingly, a flexible and iterative

approach to data collection and analysis was

required. A constructivist grounded theory

approach25 incorporating constant comparison

with open, axial and selective coding was

therefore adopted.26 A constructivist grounded

theory approach allows for researcher–partici-

pant co-construction of data and is useful when

reviewing areas of which little is known.27 The

main study�s data and the data specific to this

paper is outlined in Fig. 1.

The main study (05 ⁄ SO709 ⁄ 6 and 6SO709 ⁄ 7)

The baseline data corpus (Table 1) consisted of

twenty naturally occurring CNS–patient inter-

actions and CNS pre- and post-interaction audio

diaries. CNSs were asked to audio record two

consecutive health-care interactions of no

<20 min duration. The researcher was not

present and the CNSs and patients were

informed that the study was broadly about

communication in health care. CNSs were also

asked to record pre-interaction diaries respond-

ing to questions contained in separate pre- and

post-interaction sealed envelopes. The post-

interaction envelope contained questions on the

CNSs perception of humour use (e.g. smiling,

laughter). Consequently, the focus of the study

may have been explicit to the CNS at this point.

The data contained within the study comprised

researcher-provoked data (e.g. naturally occur-

ring interactions) and non-researcher-provoked

data (e.g. interviews, questions, field notes).

The initial follow-up data (Fig. 1) comprised

audio-recorded interviews andfieldnotesofCNSs

involved in the twenty CNS–patient interactions

and two non-consenters. At this juncture, sam-

pling was suspended as further data and different

data (e.g.observation,patients�perspectives)were
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required to develop theory. This necessitated a

second successful ethics submission. Both ethics

submissions addressed issues of anonymity, con-

fidentiality and data protection.

The patients� perspective data: participants and

settings (06SO709 ⁄ 7)

The participants were recruited from peer group

settings that largely mimicked those of the CNSs

in the baseline data corpus (lung, prostate and

breast cancer, stroke). Each of the focus group

participants knew each other with the exception

of four �new� members in the lung cancer group.

This was considered important in terms of

obtaining spontaneous and relatively �authentic�
data. The focus group participants met with

each other regularly (weekly ⁄ fortnightly). Fol-
lowing initial contact and information provision

regarding the study, the researcher was invited

to attend the group meeting to consent and

collect data.

Ethics 1: 05SO709/6 
Baseline data corpus
20 Clinical Nurse Specialist – patient audio-recorded interactions (1–20): researcher not present 

(CNS-patient interaction 6) 
20 CNS pre and post interaction audio recorded diaries: researcher not present  

Initial follow-up data 
Audio-recorded interviews with the CNSs from CNS-patient interactions 1 and 2       
2 audio-recorded interviews with CNSs who were unable to consent patients
1 Field note follow-up of CNS from CNS-patient interaction 6 (to explore the ‘good patient’)       

(patient unable to be followed-up at this juncture due to surgery) : theoretical sampling commenced 
1 Field note follow-up of CNS from CNS-patient interaction 12 (to explore superiority humour use) 

Sampling suspended:  
There was a need to follow up the patient from CNS-patient interaction 6 as well as obtain different 
(observation) data and patient perspective data.   A further ethics submission was made. 

Ethics 2: 06SO709/7 

1 h audio-recorded focus group of Lung cancer patients  n = 11: 5 patients, 5 relatives, 1 CNS 

1.5 h Audio-recorded interview in the community with patient of CNS-patient interaction 6 = 
”the good patient” 

Negative case pursued; 11.5 hs observation of CNS-patient interactions

1 h audio-recorded focus group of Breast Cancer patients  n = 3 patients 
1 h observation of Stroke group n = 12; 9 patients, 3 volunteers 
1 h audio recorded focus group of prostate cancer patients n = 6 patients 

Theoretical sufficiency declared on the basis of decreasing interrogation, and increasing abstraction, 
data and literature exhausted, time spent in the field and negative case confirmation (Dey 1999). 

McCreaddie33 “harsh humour: a 
therapeutic discourse – 
examined an unusual use of 
humour that may be specific 
to this setting

McCreaddie and Wiggins3

“Reconciling the good 
patient with 
problematic and non-
problematic humour: a 
grounded theory”

McCreaddie et al.34

“A constructivist perspective on 
‘being positive’ in cancer care”; 
examined a particular
aspect/dimension of the good 
patient persona – being positive- 
particular to these data 

This paper – examines the 
patients’ perspective data and 
discusses it in relation to how 
risk may be perceived by 
healthcare staff 

n = 88 participants: 51 patients, 17 relatives/volunteers, 15 CNSs, five other staff 

Figure 1 Overview of data in study, publications and data specific to this paper n = 88 participants: 51 patients, 17

relatives ⁄ volunteers, 15 CNSs, five other staff.
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The patients� perspective data: collection and

analysis

Focus group data collection took place over a

period of 6 months towards the end of the study

(Table 2). Groups one, three and four were

audio-recorded and opened with a request for

participants to discuss their health-care experi-

ences generally and �communication� specifically.
Humour emerged (spontaneously) without being

prompted. Thereafter, the first author followed

up the participants� understanding of the

humour expressed and how this related to their

experiences of humour in health-care interac-

tions. In group two, the first author attended

and observed a stroke group�s discussion of

forthcoming social events. This group was

observed as it had been suggested by group

facilitators that group members may be

uncomfortable with audio-recording because of

their communication difficulties.

Interpretative and illustrative frameworkswere

applied to all data (Tables 3 and 4). These incor-

porated humour theories, non-laughter humour

support, discursive features, prosodical features

of speech and, at the level of axial coding, an

amended form of Martin�s29 (psychological)

overview of humour. Consequently, various

aspects of humour were interpreted and illus-

trated, for example when it occurred, where (in

the interaction) how often, what (theoretical)

aspect it represented, who initiated and who

reciprocated (or not).30 The interpretative and

illustrative frameworks attempted to balance

what was �known� about humour (theoretical

origins and form) against what was �unknown�
(different or unusual presentation). The inter-

pretative and illustrative frameworks emerged

during analysis and out of the application of the

coding paradigm of Strauss26,31 and Strauss and

Corbin32, involving open (e.g. gerunds, in vivo

codes, constructs), axial and selective coding.

The grounded theory: key findings from the
main study

The main study provided a substantive theory

suggesting that patients� use humour to reconcile

a good patient persona and establish and

maintain a meaningful and therapeutic interac-

tion with CNSs. The good patient persona is the

sum of particular aspects (compliance, syco-

phancy, positive coping, displaced concern)

being enacted to varying degrees within the sit-

uated context of the interaction. The good

Table 1 The baseline data corpus

20 CNS-patient interactions

CNSs asked to record 2 interactions consecutively if

possible

CNSs and patients advised the research is about

�communication�
20 CNS pre and post interaction diaries

Pre: The CNS was asked to respond to a sheet of

open ended questions regarding the patient and

the interaction, including, environment, length of

relationship, condition etc.

Post: Following the interaction CNSs were asked to open

a sealed envelope. This contained a sheet of open-

ended questions regarding the CNSs perspective on

the interaction and included specific questions on hu-

mour

e.g. smiling? laughter? The CNSs may therefore, have

been

alerted to the focus of the study when undertaking the

second interaction

Table 2 Focus group participants (patients perspectives)

Group 1 lung

cancer n = 11 (three male)

Group 2 stroke n = 12

(seven male)

Group 3 breast cancer

n = 3

Group 4 prostate cancer

n = 6

5 patients 9 patients patients patients

5 relatives 3 volunteers

1 CNS

Meeting place of group Meeting place of group Cancer Support Centre Cancer Support Centre

Audio taped 45 min Observed for 1 h Audio taped 75 min Audio taped 90 min

April 2006 August 2006 September 2006 September 2006
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patient persona needs to be maintained within

the interaction, and this is reconciled with

potentially problematic or non-problematic

humour. In other words, patients need and want

a meaningful and therapeutic interaction and

they �adopt� (consciously or otherwise) a good

patient persona to ingratiate themselves with

CNSs. Nevertheless, patients have a range of

fears, anxieties and questions that need to be

attended to within any health-care interaction.

Patients may potentially jeopardize the

meaningful and therapeutic interaction they

wish to obtain by raising fears and anxieties.

Hence, patients use humour to affiliate and to

encode or express concerns. Sometimes this

humour is simply recreational or non-problem-

atic (e.g. incongruity humour is more affiliative

humour) and therefore tends to be more explicit.

However, patients may also use less explicit

forms of humour (SDH, gallows) and in some

circumstances this may be problematic, partic-

ularly when it is not recognized as humour or

perceived as (potentially) problematic by the

CNS. The theory therefore differentiates

(potentially) problematic humour from non-

problematic humour and notes that how

humour is identified and addressed is central to

whether patients� concerns are resolved or not.

What constitutes potentially problematic

humour and non-problematic humour and how

this arises within interactions is discussed else-

where.3 However, a key finding – both observed

and reported (by patients and CNSs) – was that

patients were much more likely to initiate and

reciprocate humour than the CNS. There being

only one exception to this; a negative case of a

CNS in sexual and reproductive health working

with female drug users.33 CNSs were generally

unaware of when patients were using humour

unless it was structured more like a joke (e.g.

incongruity humour) Patients, in pro-actively

initiating and reciprocating humour with health-

care staff, were also noted to have different

humour preferences or uses from CNSs. Thus,

CNSs used, in turn, superiority, incongruity,

gallows and self-disparaging humour (SDH)

while patients used SDH, gallows and incon-

gruity – superiority humour (e.g. sarcasm) was

rarely evidenced.

There were therefore considerable (observed

and reported) differences between patients and

CNSs with regard to humour use in health-care

interactions, and these were evident in the

baseline data corpus and follow-up data.

Table 5 provides an overview of the differences

in humour use between CNSs and patients and

confirms the source of data.

The patients� perspective data were obtained

to service theory generation (main study): to

corroborate (or deny) the good patient persona

Table 3 Interpretative and illustrative frameworks

Humour Theories

Superiority social (Hobbes) the degradation theories of

humour. e.g. humour agains others (sarcasm) or self

(self-disparaging humour)

Incongruity cognitive (Kant) is more typically like a joke.

A punch-line or jab-line that is at odds with set-up

Release: psycho-analytic (Freud) is humour released by

excess energy which may mask other motives ⁄ desires

e.g. gallows humour

Humour support13 Examples:

Recognition of humour = play along with humour

Understanding humour = echo or overlap of speech or

humour

Amended Jefferson system28 text based transcription which

reviews prosodical features of speechassociated with

laughter. Examples:

£smile£ denotes smiley voice

ha denotes laughter particle (out-breath)

soft softness in volume

So::o colon mid-word denotes stretched sound

Martin29 psychological aspect of interaction –amended as it

relates to healthcare. Examples:

Cognitive = previous experience of healthcare ⁄ others,

understanding ⁄ education, perception of locus of control

Social situational = environment (home ⁄ clinic), presence

of others, gender, age, length of relationship, length of

interaction

Table 4 Interpretation and illustration of humour use applied

to all data

Humour aspect Interpretation Illustration

Humour theories � X

Non-laughter humour support � �
Prosodical features of speech X �
Discursive features � �
Overview of humour

(in context) Martin29

� �
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and (problematic and non-problematic) humour

use and whether patients were aware of this

good patient persona. However, it also provided

the basis from which to explore why CNSs and

patients apparently have such asymmetrical and

divergent humour uses. We now present the

patients� perspective data and thereafter discuss

the distinct differences in humour use between

CNSs and patients.

Patients� perspective data: findings

Patients seek more than an interaction with

CNSs and others because of the complexity and

uncertainty of the situation in which they find

themselves. Patients reported a broad and often

subtle view of humour use in health-care inter-

actions, specifically those concerned with estab-

lishing their identity as an individual patient and

as part of a group. For patients, humour was

important in both establishing their identity and

in developing a meaningful therapeutic interac-

tion: as a means to an end, not necessarily an

end in itself. Being cared for is the pinnacle of

the patients� endeavours and might provide

some reassurance that their treatment will be

individual and enduring as well as safe and

potentially therefore more successful.

Two subcategories emerged from the patients�
perspective data: �humour as ambience and

support� and �humour, narrative identity and

caring�. Humour as ambience and support

effectively provides the context and backdrop

for the more proactive affiliation of humour;

narrative identity and caring. We will therefore

briefly review one of the dimensions of this

contextual subcategory prior to discussing

humour, narrative identity and caring.

Humour as ambience and support

Humour as ambience and support reflects the

emotional crisis that might be initially evident in

potentially life-threatening illness (kicked into

touch) with the patients� broad view of humour

as a positive outlook (bright and cheery)

mediated with the possible confounding expec-

tations of others (positive and strong). There is

therefore a fulcrum upon which �bright and

cheery� and �positive and strong� are balanced.

The dimension of �positive and strong� relates to
the broader palliative care literature and is

reviewed in a separate article.34 Here, we have

chosen to concentrate on the patients� broad

appreciation of humour, the dimension of

�bright and cheery�.

Table 5 The differences between patients and CNSs in relation to humour use in healthcare interactions

Humour aspects Patients

Data source ⁄
evidence

CNSs

(findings from main study)

Humour recognition Recognised humour: acutely

aware of humour use

BDC, f ⁄ up

and this paper

Lack of awareness: generally,

did not recognize humour

Humour understanding ?a more broad and subtle

understanding of humour

e.g. as a means to an end

not an end in itself

This paper Generally thought patient

humour use due to anxiety

Humour reciprocation

e.g. laughter, smiles

Always reciprocated humour

initiated by CNS

BDC Generally, rarely (overtly)

reciprocated humour

initiated by patient

Humour initiation Often initiated humour BDC and

this paper

Rarely initiated humour:

patients twice as likely to

initiate humour than the

CNS (BDC)

Humour preferences ⁄
types

SDH, gallows, incongruity BDC Superiority, incongruity,

Gallows, SDH

BDC, baseline data corpus: 20 CNS-patient health care interactions and 20 pre and post interaction diaries in the main study. f ⁄ up, follow-up data:

audio recorded interviews, field note follow-up in main study.
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Bright and cheery

Blank et al.34 contend that illness is likely to

impact upon an individual�s humour apprecia-

tion. This was evident in patients� reports of

their immediate responses that subsequently

gave way to the need for more optimistic strat-

egies that �boosted my morale no end� (Billy, lung
cancer group 1). Several respondents claimed to

despise any propensity for �doom and gloom�.
Hence, patients held true to a diverse and

encompassing definition of humour in terms of

smiles or being �bright and cheery�.
A bright and cheery ambience might create a

sense of poise and assurance from the nurses

that resonates with patients who are subse-

quently imbued with confidence. Patients were

cognizant of the demands on the health-care

system: the associated workload and the poten-

tial for possible failures or mistakes being jux-

taposed with their well-being which was – to all

intents and purposes – contingent upon health-

care staff. Prior to the following extract, the

participants were asked whether they had any

particular examples of humour being used in a

positive or negative way:

Extract 1: Graeme – prostate cancer, group 4

When you are speaking about humour, the day I

went for my biopsy, there were eight men and they

were all going in within a half hour period. The

two nurses that were dealing with the men, you

didn�t actually see the person that was going to be

doing your biopsy, but the nurses that dealt with

the men were good. Trying to keep you cheery and

I always remember that I was eighth out of eight. I

was the last. I mean you are watching all these guys

going away, they were all going away happy and

coming back ‘‘oh oh.’’ Number seven. I always

remember the guy that was number seven had a

reaction and I was due to go in when they were

rushing round. But the nurses were bright, they

were happy, they were cheery which I think was

just right for the situation because there was a lot

of worried men there. I thought that was probably

the right way.

Various (nurse) authors have suggested that

crises or deep psychological distress are exclusion

zones with regard to humour.22,36,37 There is a

certain absurdity in Graeme�s reporting of the

above �crisis� – pain, concern, emerging crisis and

his concomitant approbation of the relatively

humorous ambience as being �right� in those cir-

cumstances. Perhaps the �bright and cheery�
ambience creates an outward impression (to

patients) of a potentially critical event being

managed effectively and efficiently thereby buf-

fering any potential alarm. A serious and unsmil-

ing approach by the nurses to the crisismight have

increased the alarm of the waiting patients. In this

instance,humourusebynursesmight re-create the

situation as relatively non-threatening or at least

creates that outward impression.

The contextual elements of humour as ambi-

ence and support ostensibly operate in a vacuum

of the initial flux of diagnosis, prognosis, initial

treatment and on-going treatment. Hence,

�bright and cheery� operates to greater or lesser

degrees across an evolving spectrum of the

patient�s experience. It might appear superficial

or as a very light touch at one end of spectrum

into something more proactive, intense and ful-

filling. Thus, ambience and support merge into

the more proactive or assertive subcategory;

humour, narrative identity and caring. In this

subcategory, the patient seeks to demonstrate

identity beyond that of a patient via attempts to

affiliate and consolidate interactions that ade-

quately reflects those aspirations. Notably,

humour is a key part of this identity work.

Humour, narrative identity and caring

Strauss (p. 11)31 contends that identity is effec-

tively �fateful appraisals made of oneself – by

oneself and by others�. Consequently, actions are
�fashioned� upon anticipation of �their judge-

ments�. The �imputation of motives� Strauss (p.

50)31 by others is part of that process and is

similarly re-appraised. We would argue that

establishing an identity within health-care inter-

actions (CNS–patient and patient–peers) is as

important for the individual as it is for others

and that humour use is a key part of this process.

There were therefore two dimensions to this

subcategory. �First names, football and herbal tea�
denotes the individual or self-identity that has

begun to emerge against the backdrop of humour

as ambience and support. There is recognition
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(by others) of the individual, followed by a more

�personal� or individualized rapport that endures

via the individual being remembered. Thus,

individual identity is enshrined and this is

primarily achieved through humour and self-

disclosures. The second dimension – caring and a

sense of belonging: group identity – was less rec-

reational and more revealing, assimilating the

individual identity into a group of peers, be they

nurses or patients (or both). Humour evidenced

in these narratives was arguably similar to that

shared among friends,38 thereby indicating a

mutual and interdependent coexistence that

matured over time.

First names, football and herbal tea

Dewey and Bentley39 maintained that the extent

of knowing is dependent upon the naming of an

individual. Extracts two and three both denote

the relative kudos of knowing first names, be

they patients or those of staff.

Extract 2: Billy – Lung cancer focus group 1

They had a smile on their face, they called you by

your first name. We joked about where we were

going at the weekend. What�s going on in Glasgow,

about Rangers playing Villareal and being

robbed.hha. h., They never lost but they were out

(laughter).

Extract 3: Jean – Lung cancer focus group

My district nurses and doctors, they come in just to

see you. You know their first names because we

had a drink of herbal tea and they are all like that.

The above extracts highlight the importance

of first names. However, it is not just simply

about first names. Both extracts disclose partic-

ular information specific to their self-identity

(football and herbal tea) with each, specifically

extract two, presented in a humorous way. For

example, extract three continues with the CNS,

who usually facilitates this group, gently teasing

Jean about her predilection for herbal tea which

Jean reciprocates by using (like Billy in extract

two) SDH. The first name posits recognition, the

self-disclosure individualizes and creates a self-

identity and both are packaged with self-effacing

humour. The naming and the self-identity, oiled

as it is by humour, are arguably the beginning of

an image that is more likely to endure or be

remembered. Numerous participants discussed

the importance of being remembered as part of

belonging, even to the extent of feeling a sense of

loss once the treatment period ceased.

Patients therefore laud the importance of this

process of recognition and in establishing an

individual identity with the potential to endure

and report humour use as a key facet of this

process. However, to what extent, if any; are

those processes a pre-meditated undertaking by

the patients?

Extract 4: Lara – Breast cancer support group 3

Sometimes, especially at (the hospital), they are so

busy. They just go through the motions.

They don�t have time. What I did find was befriend

them in a way, but don�t talk about your cancer,

talk to them about other things like holidays and

days off and I think you get a better interaction

with them and you felt better. That place is scary,

they have no time.

Here Lara considers that there are unreason-

able demands placed upon health-care staff�s
time and that mistakes can happen. In such

circumstance, a patient who has some kind of

relationship (as opposed to �interaction�) with a

member of staff might perhaps fare better than

someone who is less well known. However, this

might not be the motivation behind Lara�s
apparent �strategy� aimed at �befriending� the

staff. Notably, she ignores the commonality of

the disease (cancer) and instead invokes other

perhaps �safer� topics of discussion. Are these

topics safer for the over-worked staff or Lara? In

this instance, perhaps the �deliberate� non-focus
on cancer merely serves as a distraction or as a

genuine humane interest in individuals, rather

than as a way of Lara ingratiating herself with

over-worked staff on which, possibly quite lit-

erally, her life depends. Either way, Lara is

clearly alluding to a need for something other

than a formal clinical interaction.

The final extract presented arguably demon-

strates the extent of narrative identity and caring

primarily among patients, rather than between

patients and health-care staff. It is taken from

Humour in health-care interactions, M McCreaddie and S Payne

� 2011 John Wiley & Sons Ltd

Health Expectations, 17, pp.332–344

340



field note observations of a Stroke Group

attended by nine �patients� and three volunteers.

It is an older mixed sex group, comprising ex-

patients who have varying degrees of disability

because of stroke. Thus, participants might have

significant physical disabilities with regard to

mobilizing or speaking. The group meets once a

fortnight and volunteers facilitate the group. A

male volunteer, Bob, is leading the discussion

about upcoming festive activities:

Extract 5: Field note extract: stroke group 2

A �discussion� ensues regarding the organisation of

the Christmas lunch including the potential for a

Christmas production that only Bob appears to be

interested in doing. There is much looking at the

floor while he talks about who�ll possibly do what,

playing different roles etc. in a possible panto-

mime. He then asks who could be Santa. At this,

Peggy who�d taken a bit of a ribbing from Bob

previously, pats him deliberately on his rotund

belly! This raises a big laugh, more banter and

Peggy laughs and smiles across at me. Each

member of the group speaks at some point, almost

invited individually to contribute by Bob. Bob is

going on a boat trip with three other guys. Leigh

(another volunteer) asks how many [alcohol] bot-

tles there would be. There�s much gentle banter

and ribbing, occasionally building to a belly laugh,

literally as in Peggy tapping Santa�s belly, almost

as if people are keen to enjoy the company and

camaraderie. What is particularly interesting is

how people allow each other to speak and assist

occasionally, particularly the patients more so than

the volunteers. It�s respectful. As if �I know how

difficult it is� and occasionally I heard �you can do

it ⁄ that�s it� from John, another participant sitting

next to me, who otherwise said nothing.

In the above extract, Peggy has severe speech

problems. She is dysarthric: she can say occa-

sional words, but might struggle to say the right

words. She has had a left cerebral vascular acci-

dent with a right-sided hemiplegia. She walks

with difficulty with a tripod but has no use of her

right arm. She is sitting to the right of Bob the

volunteer and so when she pats him on his belly

she quickly adjusts her posture and does so

deliberately. It is almost triumphant and the

humour endures for the rest of the session as both

Peggy and the first author continue to exchange

smiles. Despite Peggy�s interactional incapacities,
her physical lampooning of Bob as a prospective

Santa, because of his large abdomen, was the

most humorous instance in all the groups. Her

humour was all the more funny because it tri-

umphed over Bob�s teasing (and what the first

author perceived to be his somewhat bumptious

manner) and Peggy�s disabilities.

Limitations

There are particular limitations with this study.

First, the data would have benefited from

observations of the health-care interactions of

the patients� whose (retrospective) perspectives

were reported. Second, the focus groups were all

peer groups whose members were largely known

to each other. Focus groups comprising indi-

viduals not known to each other might have

produced different findings. Third, the study was

carried out in a particular geographical area of

the UK. There are, as noted by Davies,40 distinct

cultural differences in the expression of humour.

Consequently, the study is specific to the geo-

graphical area studied. Four, the interpretative

and illustrative framework might have �forced�
the data. However, it is our contention that the

absence of such a framework would have made

the findings less explicit and tangible.

Discussion

The patients� perspective data serviced theory

generation in the main study. In particular, it

confirmed that patients and CNSs have asym-

metrical and divergent humour uses. The

patients� perspective data presented in this paper

suggest that patients consider humour use as

integral to their health-care experiences with

health-care staff as well as other patients and

impacts upon how they cope and assert their

identity at a time of challenge and crisis.

Humour has been recognized as being an

integral part of support groups,41 and there are a

number of studies exploring humour among

peers in a variety of settings.42–45 However, this

paper notes the following: 1, patients hold a

broad appreciation of humour and recognize it

as being evident in subtle and nuanced forms,

and 2, patients wish health-care staff to initiate
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and reciprocate humour. Yet, the baseline data

corpus and follow-up data in the main study

suggest a chasm between what patients want

from health-care interactions in terms of

humour use and what actually transpires

(Table 5). The question is – why is that so?

The main study suggested that CNSs may not

identify (some) humour initiation by patients,

particularly the more subtle nuances of humour

use – humour that is not obviously humour (e.g.

SDH, gallows). Therefore, unlike patients, CNSs

lack humour awareness. Hence, they are unable

to either acknowledge or reciprocate humour.

Similarly, while patients apparently embrace

humour use, CNSs fail to do so and rarely

initiate humour. Why? Are they too busy, too

task-focused? Perhaps they are concerned that

any humour initiation might compromise their

�professional� standing and thereby – as Woo-

ten46 suggests – cast doubt upon their compe-

tency as nurses? Yet, Graeme (extract one)

considered that the �bright and cheery� demean-

our of the nurses assuaged the patients� concerns
and also established competency concurrently.

Thus, professionalism and humour expression

need not be mutually exclusive entities.

We suggest there might be a significant con-

tributing factor that partially explains nurses�
apparent reluctance to initiate humour and that

is how they perceive risk.

Initiating humour is a potentially risky

endeavour. Who wants to tell a joke only to be

met with a wall of silence? Is the silence merely a

negative comment on the quality or otherwise of

the joke�s content or a poor appraisal of the

joke-teller�s skill in telling the joke?

Nurses have a notoriously rule-governed, risk-

averse profession47 epitomized perhaps by

Nightingale�s (1863: iii)48 maxim �to do the sick

no harm� and expressed by a reliance upon

algorithms, protocols and guidelines. Nurses are

not, professionally at least, noted risk-takers.

Several studies using personality-trait scales

suggest there is an association between a �good�
sense of humour and extraversion, hedonism or

risk-taking49–51. Moreover, a �good� sense of

humour also positively correlates with improved

psychological well-being including self-esteem

and social support.11,52 However, some studies

suggest that nurses may have low self-esteem

and this tends to correlate with work-related

factors, for example stress, professional satis-

faction.53–55 Thus, some nurses may not have

low self-esteem per se, but develop low self-

esteem as a consequence of work-related factors.

While a good sense of humour is linked to

risk-taking (generally) and improved psycho-

logical well-being including self-esteem, this may

not necessarily be age (or youth) related. For

example, Sumners56 reviewed 204 nurses and

concluded that older, more experienced nurses

had more positive attitudes towards humour

use. Perhaps older, more experienced nurses

have better developed and more durable social

support and self-esteem. Consequently, older

nurses may be more able or willing to take risks

vis a vis humour use.

Conclusion

Humour might be a risk, but, according to

patients, it is a risk worth taking. Indeed, there

may even be therapeutic potential in nurses ini-

tiating humour.33 It is therefore important to

consider which nurses are more likely to initiate

humour use and why. Given the association

between humour use and self-esteem, social

support and risk-taking, we suggest attempting

to link nurses� self-esteem with humour use. Are

nurses� with greater self-esteem more likely to

take a �risk� and initiate humour with patients?

Confidence and self-esteem markers could be

correlated with observed humour use in nurses

and their interactions across a range of special-

ities. Future research could therefore legitimize

humour as a therapeutic aspect of health-care

interactions, linking it to clinical outcomes.

Researching the role of humour in helping

nurses to cope and in reducing burnout – for

example increasing self-esteem and job satisfac-

tion – would also be a worthwhile undertaking.
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